ARKANSAS INSURANCE DEPARTMENT
LEGAL DIVISION
1 COMMERCE WAY
LITTLE ROCK, AR 72202
PHONE: 501-371-2820
FAX: 501-371-2639

PBM-R1

PHARMACY BENEFITS MANAGER
RENEWAL APPLICATION

1. BUSINESS ENTITY NAME:

2. MAILING ADDRESS:

Street and Number or P.O. Box City State Zip

3. PHONE NUMBER:

4. DATE:

DATE RECEIVED BY DEPARTMENT

PLEASE PROVIDE:

(1) Evidence the surety bond issued is still in force.
2) A copy of the most recent fiscal year-end audited financial statement of the PBM;

3) The name of the PBM, the contact information of the PBM, including business address and
phone number of the PBM, and name, address and contact information for the principal
contact person of the PBM for purposes of compliance with requirements by the Arkansas
Insurance Department;

PLEASE PROVIDE A WRITEN EXPLANATION OF ANY CHANGES TO THE
PBM IN THE LAST YEAR:(i.e. officers/directors, policies or procedures, number of

participants)




AFFIDAVIT

I, the undersigned, do hereby swear or affirm under oath that the information
submitted above is true and accurate to the best of my knowledge and belief.

OFFICER NAME:

Please Print

Please Sign

DATE SIGNED:

NOTARY SECTION:

Subscribed and affirmed before me in the county of
State of , this day of 20__.

Commission Expires

Signature

SEAL/STAMP



